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1 000 INITIAL COMMENTS 1 000

A licensure survey was conducted from June 9, -4

2009 through June 12, 2009, The survey was p@cew/’/
initlatad using the fundamenta! survey process, A

random sample of four diants was ssiecied from
& resident population of seven males with various | Blp

disabliities. GOVER
NMENT oF

The findings of the survey wene based on " DEPARTEL-E, D'gTRlCT OF CJLUMB;A
\ m?m. interviews with chents, Inlerviews 5 EALTH REGULAT) ONA HEALTH

n the home and at three dey programs, SNORTH Caprro, o ADMINISTRATION

as wel a¢ @ review of client and administrative WASHINGTGn = -E. 2ND F

records, inciuding incident and Invastigaion ‘ ON, B.C. 20
reports.

t 056 3502.14 MEAL SERVICE / DINING AREAS 1058

Each GHMRP shall train staff in the storage,
preparstion and agrving of foad, the cisaning and
care of equipment, and food preparstion in order
o maintain sanitary conditions at sll times.

Tee w4sS &

Thia Statute is not met as svidenced by:

Based on obgervations and interview, the
GHRMP faliad to ensure that each ataff prapared
food in sanitary conditions at all timee for seven
of seven residents residing In the GHRMP.
{Cllonts #1, 2, #3, %4, #5, #8, and #7)

The finding includes;

On Juna 10, 2008, at 3;14 PM, a pack of chicken
was obeerved thawing out inside tha Kitchen sink
with warm water running over It The Qualified
Mentsl Reterdation Professional (QMRP) was
made awars this issue an immediately tumed the
watst from warm to cold while tha chicken
continued © be thawed out inslde tha aink. The
QMRP scknowiadged that staff should have ran
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cold water over the chicken, Thers was na
evidance that the GHMRFP mainiained a sanitary
snvironment to avoid sources and transmission
of infection.

3604.2 HOUSEKEEPING

Housakeeping and maintananca squipment shall
be wall constructed, proparly maintained and
aup&ropnlte to the function for which it is to be

 This Statute I8 not met as evidenced by:

Based on observations and Interview, tha
GHRMP failad to maintain the intetior snd
exterior of the GHMRP In a safe, clean, orderty,
atiractive, and sanitary manner.

The findings include:

QObsaration and Interview with the House
Manager during the environmantal walk through
oh June 12, 2009, beginning at 12:22 PM,
revealed the following.

1. Thae front left and rear ¢yes located on the
kitchan stove was abserved to.be inoparable.
Intsrview with the House Manager revesied that
they purchasad a new stove the day befom the
surveyots arfived,

2. The handrall leading from tha main hall way to
the basament was obsorvad in loose,

3. The back door screen was ocbserved to be
tomn.

New shrve deliwresd
on 6/13foa

2ai| hes been "'%hknd

Seren s haen replaced
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1138 3505.5 FIRE SAFETY (136
Each GHMRP shall conduct simulated fire drils In
ofder to test the effectiveness of the pian ! leas! W 44\

four (4) imes @ ysar for esch shift

This Statite is not met as evidenced by:

Basad on interview and record review, the
GHMRP falied to hold evacuation drills quarterdy
on all shifts for seven of seven residents residing
' i‘n?)the faclity. (Cllents #1, #2, #3, #4, #5, #¢, and

The findings include:

1. On June 10, 2009, at appreximately 11:30 AM,
interview with Qualified Mantsl Retardation
Professional (QMRP) and review of the weekly
staffing schedule revesled that there were three
designated shifts (8:00 AM-4:00 PM; 4:00
PM-12:00 AM and 12:00 AM - 8:00 AM) seven
days a week,

There was no evidence that the GHRMP
conducted simulated fire drills at least four times
(4) & yoar for each shift from June 2008 o May
2009. Review of the fire dnill log book on June
10, 2008, beginning et 11:43 AM, revealed that
only two drile had been heid during the moming
ohift (on January 4, 2009, at 0:45 AM snd
January §, 2009, at 8 AM). Further review of the
fire drills revealed there no drill conducted from
June 2008 through August 2008 during the 4 PM
o 12 AM shift, interview with the QMRP
acknowiedged that the drilis were not conducted
querterly on each shift,

2. Also sea Federal Deficlancy Citation W441
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A recertification survey was conducted from June
9, 2009 through June 12, 2009, The aurvey was
initiated using the fundsmental SUrvey process. A
random sampie of four clients was selected from
a resident population of saven males with various
dizabiiities.

Tha findings of the survey ware based on
observations, Interviews with clients, Interviews
with staff In the home and at three day programs,
as well as & review of client and administrative
recards, inciuding Incident and investigation
reponts.

W 184 483.420(dX3) STAFF TREATMENT OF W154
CLIENTS .

The facliity must have evidence that all alieged
violations are thoroughly investigated.

This STANDARD e not met =s evidenced by:
Based on interview and record review, the faciiity
failed to thoroughly investigate an injury of origin
for one of four clients Inciuded in the sample.
Client #4)

The finding includes:

On June 11, 2009, at 12:01 PM, raview of Client
#4's nursing assassment dated October 24, 2000
revealed & "Current Health Status' section. Under
this section, on September 13, 2008, Cliant #4
was noted with a bruise on the left shoulder and
was transported to the Emergency Room (ER) for
further evaiuation. Tha ER discharge report
revesied the client was diagnozad with a |
conliision to the left shouider. At approximately i
12:10 PM, inquiry was made regarding the ,

|
ABORATORY DINEGTONS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE

L deficlancy alslernent encing with an astetisk denokes a deficlency which the inatitution may ba aeusad from comseting praviding & is dalarmined thet
%men%mm%ﬂgm@rn“&)&mhtmnmhmﬁ“ﬂ:hl'laalhh:'m-'d::ubh?:ﬁ
oliowing the oate of survey whether ornot a p cormection s provided. g homes, the above findings snd plane of cormection lscloss

||ysfo'?whq hdﬁmﬂﬂmmmmmwhw. If deficlencies are cted, an spproved plan of comection iy requisiie to continued
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‘| Glient #4's Injury to the laft shouider wos

Continued From page 1

incident report for this Injury. The Qualified
Mental Retardation Professional (QMRP)
provided the surveyor with the incldent report,
which documantsd that Client #4 was discovered
with discoloration on his left ahoulder,

Further interview with tha QMRP revaaled that

investigated. The inveatigation report dated
September 22, 2009, revealed that Client #4 was
observed with discoloration on his left upper arm
sround the shoulder by staff and was tsken to the
ER for further evaluation, Further review of the
Invastigation recommended the facility to continue
to monttor untli healed. There was no svidence |
that the QMRP was asked how the client might
have sustainad the injury to the left shouider
(whan, where, how, ete.). There were no
additional interviews Indicated in the investigative
report. There was nc evidence whaether the
faciiity had sought o datermine the sourcs or
nature of the Injury. '
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinatad and monitored by a
quaified mental retardation profeasional.

This STANDARD is not met as evidanced by:
Based on interview and record review, the facility
failed o eneure that each client's active restment
program was integrated, coordinated and
monitored by the Qualified Mental Retardation
Professlonal (QMRP) for five of five cliants
residing in the facillty. (Cllent #1, #2, 33, ¥4, #3,
#6, and #7)

Wi1s4

Trcident Monagement
Coordinator fuiled +0

pol.‘u1 @frbudw .

W 166
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Continued From page 2
The findings inciude:

1. The QMRP falied to enaura that clients wane !
provided opportunities for making choices ssa |
pan of their self-nanagement. [Ses W247)

2. The QMRP falled to ensure that fire evaluation
w:I: glnrc conducted quarterly on all shifts. [See

3. The QMRP falied to ensure fire drills were
oonductsd under varied condiions.[See Wid41]

4. The QMRP failed to ensure staff demonstrated
competency in the implsmentation of the behavior
support plans. [See W193)

5. The QMRP failed to ensure the facility
fumniehed and maintained in good repak, »
svl:g:]d pediatric chest strap for Client #2. [See
483.430(e)(3) STAFF TRAINING PROGRAM

Staff must be able to damonstrate the ekills and |
tschniques necessary to edminister interventions
to manage the inappropriate behavier of clients,

This STANDARD ie not mat as evidencad by:
Based on obsarvations, staff interviews and
record verification, the faclity stef? falled to
demonstrats competency In the implementation
of the behavior support plans (BSPs), for one of
the four clients in the sample. (Clients #1)

The findings Inciude:

1. The faciiity failed to ensure staff implemented
Client #1's B5P as evidenced below:

|

w158

See w247

Sea W)

See whiHl

L See widd

See WH2b

W 103

i
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During cbservation on June 9, 2009, at 5:20 PM,
Client #1 stopped looking at his magazine and
bagan to stare at the surveyor. The House
Manager (HM) asked Cliant #1 to say helio, The
client did not reapond and continued to stare.
Therefcre, the su eald hello. At 5:25 PM,
Client #1 grabbed the surveyor's shirt and was
aaked to stop, but the cllent refused. The MM
then removad each finger one by ons from the
surveyor's shirt untll he releasaed his grip.

On June 10, 2009, at approximately 2:00 PM,
review of the BSP dated October 1, 2008,
revealed thiat "being approaiched by unfamiliar
people or staff is an antecedent to problem
behaviors.”

Thers was no evidence that the HM (who was
acting as the 1:1 staff) made tha surveyor awara
of Chient #1's behavicr of grabbing unfamiliar

people.

2. On June 8, 2009 at 6:13 PM, Client #1 was
observed ta snatch his houss mate's spaphetti.
At 8:18 PM, the House Maneger (HM) attempted
ta redirect Clisnt #1 from snatching food egain.
As a result, Cllent #1 grabbed the HM's face. .
Further chservations ravealed Client #1
attampted to shatch the other clients food
throughout tha antire dinner meal.

On June 10, 2008, at 11:50 AM, cbearvations at
the day program revealed Cllent #1's 1:1 staf? left
the clasaroom without tha cilent. Cllant #1 was
observed without his 1:1 staf! for two minutea. At
12:00 PM, during iunch time, the 1:1 staff was
observed to lsave Client #1 in the cafeteria us he
walked Into snother room. -

W 183

QNRE Wi\ conducr an
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On June 10, 2008, at 3:00 PM, interview with the

Qualified Mental Retardation Profsssional
(QMRP) revealed that Cllent #1's 1:1 sta®f should
be within arms length of at all times. Review of
EBSP confirmed that the Client #1's 1:1 should

! ramain within arms length at all times, There was
| ho evidence that staff demonstrated compatency
in the implementation of the cllent's BSP,

W 247 | 483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN W 247

The individual program plan must include

opportunities for cllant choice and ‘
seif-management,

_ QMm&f  wilt sd‘e-d-_ .“\“, JIOMY
This STANDARD s not met as evidenced by: on in- Senvice on chient® o
Based on obsarvation, Interview and record viotol .
review, tha facliity falled to enaure that clients #2% met e P

were provided opportunities for making choices
25 a part of thelr sel-management, for one of four
clients included in the sample. (Cllent #2)

The finding includas:

On June 8, 2009, at 6:16 PM, Cliont #2 was
observed eating & pureed dinner with total
assistance. At8:33 PM, Client #2 drank Padialyte
from a spout whiie the staff held the cup for him,

Review of the Occupational Therspy Asssssment
dated August 27, 2007, on June 12 2009, at
10:00 AM, revealed Client #2 "ia able to hold his
eup with minimum sssistance from stafy.
interview with the Registersd Nurss and the
Qualified Mental Retardation Profassional
confimned that Cllent #2 Is able to heid his cup
with minimum aesletance.

At the time of the survey, the facllity's staf? failed
SORM CME.2567{02-06) Pravious Versions Ovesiets Evem ID: SIVP11 Facly IU; 00G112 i continustion shest Page 5 of 13
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to allow Cliant #1 to exercise his independance
with drinking from his spout cup.
W 261 | 463.440(1(3) PROGRAM MONITORING & W 261
CHANGE .
iqn ~ r
The facity must desighate and use a specially The WeC. sign-Tna shect
g?nltlmudmcgfmm .1; ;mnmmm I ;ﬁﬂlﬂg Comprises ofF 4wo Pages.
menm , parents, +
guardians, clients (as appropriata), qualified TIr wos. an oversi f‘ :2
Eontartporary preciices & chenge MopproLAEe” T el B s poap
contam cea napp .
client bahavbr?md persons w!'g‘no ownership or Copies #F e
controlling Intereet In the faciity. from He Mmadrer HAL
Folder for Hhe mond-S
e STANDARD f e eieced: Glaloe, ulekls MelS, gl
on obgervation, | , And review ) -
the Human Rights Commities (HRC) minutos, the 1ot pnd Ynfos . Plexr 9
facllity failed to ensure that persons with no spched coples of
ownership or controliing interast in the facility Fird a
consistently participated on this committee for He Lt and 3¢
ihree of four clients Included in the sample. KL
(Clients #1, 49, and #4) Px G f’"g He "
i in g
The findings Include: 'Pb' ':’m' i) . g: ' e roredd
On June O, 2008, 4t 4:57 PM, Intarview with the vh S
Quaiified Mental Retzriation Professionsi aon
(QMRP) during the anirance conferencs,
revealed that Cliants #1, #3, and #4 receaived
- paychotrople medications for their maladaptve
behavior, .
1. On June 9, 2000, at 6:08 PM, Client #1 was
cbserved to use e plate guard during dinner time
to help decrease food spiisge. At7:02 PM,
Client #1 was observed to received Haldo! oral
solution $ mg, Valprolc Acid 5 mi, and
Metociopramide HCL 10 mi by mouth during the

FORM CMS-2687(02-00) Previous Varsinng Desiats Evant ID:5VP11 Fadily ID: D012 it continustion sheet Page & of 13
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.conducted on June 11, 2008 at 3:48 PM.

Continued From page 8

medication administration pass. Interview with
the Trained Medication Employee (TME) revealed
that these medications were preacribed for
matadaptive behaviors, Review of the Human
Rights Committes (HRC) meeting minutes was

According to the HRC minutes dated 5/20/08,
2/11/09, and 11/10/08, Client #1's psychotropic
medications and Behavior Support Plan (BSP),
diet, hospital bad, and plate guard wars reviawad
and approved. Further review of the i
corresponding signature sheet attached to the
minutes io avidance that the faciity's HRC
commities included persans with ao swnership or
controling interest in the faciity was present.
This was acknowladged through interview with
the QMRP,

2. On June B, 2009, at 7:11 PM, Clent #3 was
ckeesved 1o recelved Tegretol 400 mg, Luvox 50
mg, abliify 10 mg. and Zyprexa 5 mg by mouth
during the medication administration pases.
Interview with the Trained Medication Empioyee
(TME) revealed that thesa medications were
prescribed for maladaptive behaviors. Review of
the Human Rights Committee (HRC) meeting
minutes was conducted on June 11, 2008 8t 3:17
PM. Actonding to the HRC minutes dated
8/20/00 and 2/11/09, Client #3's psychotropic
madications and Behavior Support Plan (BSP)
and diet were reviewad and appraved. Further
review of the cormesponding signature sheet
attached to the minutes falled ta avidence that the
faclity’s HRC committee included persons with no
ownership or controlling interest in the facillty was
presant. This was acknowledged through
interview with the QMRP,

3. OnJune 9, 2000, at 7:25 PM, Chent M4 was ,

W 261
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Continued From page 7

observed to received Luvox 50 mg, Rieperdal 1
mg, and Depakene 10 mi by mouth during the
medication adminlatration pass. Interview with
the Trained Medication Employee (TME) revealad
that these medications were preacribed for
maiadaptive bshaviors. Review of the Human
Rights Committes (HRC) mesting minutes was
conducted on June 11, 2008 at 3:28 PM.
According to the HRC minutes dated 5/20/09,
2/11/08, andd 12/10/08, Client #3's psychotropic
medications and Behavier Support Plan (BSP)
and diet were reviewed and approved. Further
revisw of the cormesponding signature sheet
attached to the minutes falled ko evidence that the
facility's HRC committes included persons with ne
awnarship or controfiing Interest in the facliity was
present. This was acknowledged through
interview with the QMRP.

482.4680(a)(3)(i) PHYSICIAN SERVICES

The facility must provide or obtain annual physical
examinations of each client that et & minimum
includes routine screening laboratory
axaminations as determined necessary by the

physician.

This STANDARD is not met as evidenoed by:
Based on interview, and record revisw, the faclity
falled to provids routine laboratory testing s :
determined necessary by the physiclan, for one of
four clients included In the sample. (Cllent #2)

The finding includes:

The faclitty falled to obtain lhboratory studles as
ordered by the Primary Care Physician (PCP).

Reviaw of Cliant ik2's physician's order {PO) from

W 261

W 3256

BN 2nd LNV will review {24/
ﬁ,“ fd"‘w‘ Ph\‘-\ioiﬂ.ﬂ

order sheet Ho 1astih
(abs due for He rath.

FORM GM$-2507(02-00) Previous Versions Obeclets Event ID; VP11

Facilily ID: 000112
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October 2008 to May 2009 on June 11, 2000, at
approximately 2:10 PM, revealad an ender for the
client o have laborwtory studies for CBC and
CMP every two months. There was no evidence
of laboratory studies for the Client's CBC and
CMP for Dacamber 2008.
l
Interview with the Reglstered Nurse (RN) on June
12, 2000, at approximatsly 2:30 PM, confirmed
that J; isboratory studies we’e not complated as
ord .
W 438 | 483.470(g)(2) SPACE AND EQUIPMENT W 430
The facility must furnish, maintsin In good repalr,
and teach clients to use and to make informed
choices sbout the use of dentures, eyeglasess,
hearing and other communications aids, braces,
and other devices identified by the
Interdiacipinary team as neadsd by the client,
, The Surveyor Was
This STANDARD I6 not met as evidenced by: Shown wiondhly Odapivs
Based on record review and staff intarview, the ) 4 andib wheet iafifg,
facliity falled to fumish and maintain in good Cquipmen culktmpts
repailr, & padded pediatrie shest strmp for one of whith olotumen's i
the four clients included in the sampie. (Chent meda by He Pucilitv
#2) Nquinhgy about Clinti 2
The finding Includes: NVew pedigime S CS-P T
+h 1
Review of Client #2's medical record on June 11, least b thon 40l
2009, at approximately g.on PM, romlog N Teility will embnm
i Patsy. Fi -
radical recorce oo wevaat o Prsta Work on yethng all sdaphet
Therapy (PT) 3rd quarterly report dated July 28, Lauipment iy o7 dimely
2009. According to the PT 3rd quarterly report, @ d will docwasent
recornmendation was mede to install a padded Mon s aed w whee
pediatric size chest strap to Cliant #2's new wheel A\l elavrrs mede
FORM CMS-2587702-09) Previous Versions Obsalste Event (D: BJVP11 Fucly 1D; 006112 H continuation shest Page 8 of 13
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W 438 | Continued From page 9

chair 10 be used for transportation only. Raview
of the physical therapy evaluation dated October
30, 2008 stated thet the "Qualified Menta!
Returdetion Professional (QMRP) should foliow
up on tha chast strap to be usad during

transportation for added safety."

Review of the 718 form dated August 12, 2008,
Indicated an order % install & padded pediatric
size cheet strap. Further review revesiod &
rapoated 719 form dated Janueary 4, 2008,

Review of the physical therapy 1st quarterfy report
dated January 22, 2009 revealed ancther

~ | recommendation for Client #2's padiatric chest

atrap. Review of the sales service invoice dated

Aptil 13, 2009, confirmed delivery of Cllent #'2

Chest sirap.

interview with the QMPR on June 12, 2008, at
approximately 2:45 PM, indicated that the cllent
dki not receive his chest strap in a imely manner
due to delay in payment.

At the time of the survey, there was no evidence
that Client #2 recsived his cheat strap for added
safety in @ timely manner.

483.470(1 1) EVACUATION DRILLS

The facility must hold avacuation drifle at least
quarterly for each shift of personnel.

W 440

This STANDARD [z not met as evidenced by
Based on interview and record review, the facility
fallad to hold evacusation drills quarterly on all
shifin for seven of seven clients residing in the
facllity. (Clients #1, #2, %3, #4, #5, 46, and #7)

W 438

W 440

QMRP oad Housw Meneger :
will ensure Yt Lice drily e;zf,/oq
art (onducted quarkeriy
for each shifd .  Pivached
is a Co ol ke THve Dl

Sthedacle, Huap witl be
witlized by He fuilidy

FORM CMS.256102-00) Previous Varsiors Obsolew

Event ID: 8VP1Y

Facitty ID: 08G112
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Continued From page 10
The finding inciudes:

On June 10, 2009, at approximately 11:30 AM,
interview with Quakfied Mentsl Retardation
Professional (QMRP) and review of the weekly
staffing schedule, revealed that there wars three
designated shifta (8:00 AM-4.00 PM; 4:00
PM-12:00 AM and 12:00 AM - 8:00 AM) seven
days & week.

There was no avidence that the facliity conducted
simulated fire drills at least four times (4) a year
for each shift from June 2008 to May 2008,
Review of the fire drill log boak on June 10, 2008,
beginning at 11:43 AM, revealed that only two
drilis had baen held during the moming ahift (on
January 4, 2000, at 9:45 AM and January S,
2008, at 8 AM). Furthar review of the fire drills
ravealad there no drills were conducted from
June 2008 through August 2008 during the 4 PM
0 12 AM shift. interview with the QMRP

ed that the drills were not conducted
quarterly on sach shift.
483.470())(1) EVACUATION DRILLS

The faciilty must hoid evacuation drills under
varied conditions.

Thig STANDARD is not met as evidencead by
Based on steff interview and recard verification,
the fadility falled to uee different ascape routes
during fire drills for seven of saven ollents residing
in the facility. (Chents #1, #2, #3, #4, #5, #8, and
#7)

! The finding includes:
On June 10, 2000 at beginning &t 11:43 AM,

W 440

W 441

Provider dadmy disagrees
wHr  Mus deficreacy,
Vared Congli hons were
used a3 $hded ia He
Pindings,  The sdnndard
Shadted (S incontet 4
Ve Quciliny dal in fuctk
W difitrnt estape (OO
AUy tn Bre dilUhs. Using

FORM CMS-258702-00) Pravious Versiond Obecists

Evart 10: 5VP11

Fadiilly ID: 093112

¥ cominuation sheet Page 11 of 13



07/03/2009 17:01 FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

#016/037

PRINTED: 0672072000

FORM APPROVED
Em-rmug l?go nsmns 022) MULTIFLE CONSTRUCTION o) garlz_ SURVEY
RRECT A BLILDING
B. WING o84
NAME OF FROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE. ZIP GODE '
1229 LAWRENCE STREET, NE
WHOLISTIC 02 WASHINGTON, DG 20017
0 SUNMARY STATEMENT OF DEFICIENCIES ) PROVIDEA'S PLAN OF CORRECTION 0cB)
g‘n‘gﬁx {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [BACH CORRECTIVE ACTION $HOLLD BE COMPLETION
TAG REGULATORY OR LBC DENTIFYING INW’I’K’NJ TAG CROES-REFERENCED TONcT;,E APPROPRIATE DATE

W 441 | Continued From page 11 W 441

ravmlgwofo‘fh thTHi hﬁ:'?lz. fire d:clllndmhd record mmmbd thet four out of Live % /
e fire were via the
back, ﬂogt. jldad:gr.zmmelmdm;lg:a freods of egrews 15 %
escape. On June 12, , ocbeaarvations 8 “,
:nvlrun:‘nhml walk-thru and Interview vaelm the Voried and
ouse &F revehiod there ware five (8) e/

methods of aareeses. . Further review of th fire e stundaris detnes
drill records revealsd that the exit to basement A WA rgsu_luhw-s-
had not besn used at any tme. Interview with the
House Menagar (HM) revaslad that cllsnts use
the basement aimast daily for exercising on their
treadmills. The HM acknowiedged that the
basement was not used as an escape route
during fire drill evacuations,

W 454 | 4B3.470(1)(1) INFECTION CONTROL WS4
The facility must provide a sanitery environment St wilt be - .
to avoid sources and tranemission of infections. Serviced on hwe and

tundvvl as
This STANDARD 6 not met as evidenosd by: Stmpruiwe tble 1/t )oq
Based on obur:‘n:omnu d Itorviow, hmmty well os atcep "
lled to ensure prepared In
sanitary conditions st ail times for seven of seven metnods of awivry
ollents resicing in the Tacity. (Clents #1, #2, #3, foord. Pleng Hnd
¥4, #5, #5, and ¥7) ' adwe bed an outline
The finding Includes: Of the in-service
On Juns 10, 2008, at 3:14 PM, a pack of chicken
was obsarved thawing out inside the kiichen sink
with warm water running over it. The Quatiied
Mental Retardation Professionsl (QMRP) was
made aware this issue an im ly tumed the
wgter from warm to cold while the chicken
continued to be thawed out inside the sink, The
QMRP acknowledged that ataff shouid run cold
water over the chicken, Thers was no evidence
that the facility mainiained a sanitary envkonment
FORM CME-2587(02-90) Pravious Virsions Olsoiem Event ID:&JVP1 Faclity ID: 093112 {f continuation sheet Page 12 of 13
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